ABSTRACT
INTRODUCTION
Malaysia is an upper middle income country (Tangcharoensathien et al. 2011; The World Bank 2016) , comprising of West Malaysia (known as Malaya before 1963) and East Malaysia (part of Borneo island), with a history of public investment in health, especially in rural areas through the Rural Health Scheme that began in 1953 (Jaafar et al. 2007a (Jaafar et al. , 2007b Mahmud 2013) . In 1953, when the country was still known as Malaya, the Rural Health Scheme covered the Federated Malay States (FMS) comprising of Selangor, Perak, Pahang and Negeri Sembilan, the Un-Federated Malay States (UMS) comprising of Johor, Kedah, Kelantan, Perlis, and Terengganu, and the Straits Settlements comprising of Malacca and Penang. UHC, also known as universal coverage (UC), is defined as ensuring that all people can use the promotive, preventive, curative, rehabilitative and palliative health services they need, of sufficient quality to be effective, while also ensuring that use of these services does not expose the user to financial hardship (World Health Organization 2014) . Hence, UHC is not just about universal access, but includes the four cardinal principles of equity in access, financial risk protection, coverage, and quality of care (Cylus & Papanicolas 2015) . Since then, the gradual expansion and development of the public health sector in rural areas has led to improvement in equity among the rural population and geographic access. With financial risk protection and quality health services present through Malaysia's tax-funded system, Malaysia has been reported to have achieved UHC with almost 100% population coverage (Tangcharoensathien et al. 2011 ) since the early 1980s (Minister of Health Malaysia 2015) . This was due to a change in federal government health policy in 1981, in accordance with the Fourth Malaysia Plan for [1981] [1982] [1983] [1984] [1985] , which shifted the focus from improving access in rural areas to improving the quality of health services through the expansion of auxiliary facilities, including inter alia, pharmaceutical laboratory and radiological support services, and also implementing an integrated approach for providing population health services through a package of health services including family planning services, family health care, nutrition, maternal and child health services (Economic Planning Unit, EPU) 1980). UHC requires an efficient health system that provides the entire population with access to good quality health services, health workers, medicines and technologies and financial risk protection to protect people from financial hardship and impoverishment from health care costs. UHC is not something that can be achieved overnight, but all countries can take action to move more rapidly towards it, or to maintain the gains they have already made (Medicus Mundi International 2013; World Health Organization 2013) .
The objective of the article is to critically analyse rural health service development in Malaya as the foundation for achieving Universal Health Coverage (UHC).
METHODOLOGY
The research method applied in this chapter is document review and analysis. Documents constitute the primary source of data and were obtained with permission from the National Archives of Malaysia (NAM), also known in Malay as Arkib Negara Malaysia (ANM). The functions of the NAM are inter alia "to collect, procure and preserve records of national and historical value; and to provide reference and research facilities to government departments and the public as well as to carry out research" (National Archives of Malaysia 2009 Malaysia , 2016 ). The NAM records are printed materials that are grouped in files and copies are kept in both the federal-level NAM and its state-level branches for reference by the public interested in conducting research on various subjects related to the history of the country, including health. The state NAM not only stores copies of provincial-level government documents, but also federallevel government documents that are not just limited to directives, but also include policy papers for the perusal of provincial researchers, making these federally relevant documents available for access even in said state NAM branches. The NAM branch in Pulau Pinang was selected because the island of Penang was the first province in Malaya to be colonised by Sir Francis Light in 1786 for the British East India Company, making it prominent as a pioneer in the provision of preventive and curative health services. Most of the documents are not stored digitally but they are indexed electronically, and comprise historically significant documents sectioned by subject matter. The NAM documents are not kept elsewhere, not even in the relevant ministries and government departments. For example, documents on health in the NAM records are not kept by the federal-level MOH or state-level State Health Department (Jabatan Kesihatan Negeri [JKN]) because they are not actively referred to on a daily basis. Of course, due to their historical significance the documents are certainly accessible to the relevant government departments on an on-demand basis.
Assistance from the Director of the Penang State NAM culminated in an extensive electronic search of NAM records on the subject of health, resulting in 101 relevant files of historically significant material being identified from 1946 to 1981, which represented the years from federal centralisation of health policy focusing on public funded services to the beginning of a national policy of privatisation, which led to rapid growth of the private health sector. Purposive sampling was then employed on the pool of 101 files based on a predetermined set of criteria, also known as "criterion-based" purposive sampling (Patton 2015) . The four inclusion criteria were as follows:
1. Content on policy regarding planning improved geographical access to public health services and improved coverage as in the population density to health centre ratio in rural areas; 2. Content on policy regarding private and public health funding and ownership of health facilities and the impact on the historical development of provider identity from informal to formal; 3. Content on policy regarding health service quality improvement through human resource planning, training and optimising allocative efficiency through building infrastructure for long-term health status gains; and 4. Content on policy regarding the laws on and regulation of private and public health institutions and individual medical practitioners.
RESULTS AND DISCUSSION
Based on the above criterion-based purposive sampling, 30 files were chosen for retrieval. Out of the said 30 files that were retrieved and read through, 13 files were deemed to be relevant to the subject under study and thus were selected as the documents for document review and analysis. The 13 files are listed in Table 1 . Before the Rural Health Scheme was introduced in 1953, the distinction between private non-governmental organisations (NGOs) providing medical services and public health services was not specifically drawn as the Red Cross and St John teams were provided financial resources by the colonial government to carry out duties of medical services in rural areas. Table 2 .
It was planned that the takeover of Red Cross and St John owned houses by the Medical Department posed no problems regarding maintenance as they were purpose built for health services in accordance to Public Works Department specifications, implying an eye towards the government taking over health operations as an eventuality at the time of their construction. Vehicles were treated similarly. "A survey of these and other buildings constructed from Emergency funds is now being carried out by the Public Works Department with a view to LESSONS FROM THE RURAL HEALTH SCHEME IN MALAYA FROM 1953 TILL 1956 There is a mistaken assumption that the British colonial administration ignored rural health services, having implemented a system that was very much urban based and that failed to meet the health needs of the rural population (Jaafar et al. 2007b ). On the contrary, the Rural Health Scheme, which began in 1953 and ended in 1956, remains a potent lesson on the importance of geographic access to health care for every single citizen of the nation. Although access today implies more than geographic consideration, it is an often-overlooked importance of the Rural Health Scheme in laying the public health foundations for primary care services. Its historical significance was underlined by the scheme's relation to the (then impending) Malayan Emergency and New Villages, where its stated objective of "winning the hearts and minds of the people" through improvement of health services for populations living at the fringes of established population centres, especially New Villages was impressive and well carried through (Ismail 1974) . More recently, the Rural Health Scheme was recognised in the context of forming the foundation of the evolution of public health care in Malaysia (Mahmud 2013) . The Rural Health Scheme had taught health policy makers that a solid backbone for UHC can be formed with but a few strategically located rural primary health facilities, in conjunction with sufficient funding for a basic portfolio of primary health services and an accessible network of hospitals. The visible impact of the Rural Health Scheme was made all the more impressive with the scarce resources available to the colonial government in the early to mid1950s, having had to be distributed across the empire. This was because Malaya remained indirectly represented at the crucial 1952 Commonwealth Finance Ministers Conference as well as at early Rubber and Tin International study Group Conferences (Rudner 1972 (Rudner , 1976 (Morgan 1964: pp.72, 73) , which bolstered the natural resource-based economy. Having said the above, British colonial sterling assets were still abundant in Malaya in 1956, just one year before Malaya's independence, with an estimated value of GBP280 million. In fact, most of the increase in colonial assets took place within the period 1949-1955, which coincided with the Draft Development Plan of the Federation of Malaya 1950 Malaya -1955 . Part of that British financial investment contributed to the implementation of the Rural Health Scheme 1953 Scheme -1956 . Hence, the lesson here would be that the journey to UHC is not dependent on an abundance of financial input in view of the scarcity of resources in Malaya at the time but rather on a well planned and executed national development plan that integrates sound national health policy.
For the Rural Health Scheme, the nation's major health activity for extending coverage to the entire population -World Health Organization (WHO) consultation was involved from the beginning in 1953. Further cooperation was solicited by the Ministry of Health every few years and offered by WHO, resulting in 1968, a major 15-year review of the programme carried out by WHO. This review found substantial progress in rural health services and advised continued WHO cooperation, with certain administrative changes such as a broadened scope of functions at the midwife clinics (also known as midwives' houses). It also suggested a mandatory period of service for Malaysian medical graduates to get them posted to the sub-health centres, which were also known as Sub-District Health Centres (Fulop & Roemer 1982) .
The Rural Health Training Centre and its product, the Rural Health Team, was a forerunner to the "district health team" described in Chapter 3 of the World Health Organization training textbook, "On being in charge: A Guide to Management in Primary Health Care" published in 1992. Training of staff, as stated in Section 3.6, mentioned the need to look for skills or performance, and not merely focusing on theory as a means of solving health problems on the field. Modernisation of tools and resources within the civil service (Director of Medical and Health Services Penang 1955) and staff empowerment, including possible unionisation, were important as well (Office for Trade Union Registration Northam Road Penang 1970). A key learning principle of health policy here is that human resources are the most expensive form of health resource, which is one reason why management should provide for all health staff to maintain high standards of performance (McMahon et al. 1992 Her description of kwashiorkor's aetiology was not only axiomatic but relevant to clinicians and nutritionists even in the decades after her paper's publication, as emphasized in the following statement from her article, "Excessive carbohydrate intake in infancy is the rule. This series of cases includes a few very young children. That cases in such young subjects occur may be because bottle feeding is extremely common. Many babies are fed from birth on dilute sweetened condensed milk (frequently one fluid drachm to one oz. of water), and rice pap is given very early." (Thomson 1954) Stemming from the importance of papers like Thomson's on nutritional diseases in Malaya, the World Health Organization Regional Committee for the Western Pacific in its Fourth Session announced as per particular WP/RC4/R12: 1955 Programme Priorities point number 4, "…in allocating priorities to these programmes, high priorities should be given to ensuring the maximum aid for the control of… nutritional diseases" (World Health Organization 1953: p. 6 ).
On the ground, the severity of nutritional deficiency especially among infants was borne out as seen in the Municipal Annual Report of 1947 for Penang island, prepared by W H Brodie, Municipal Health Officer of Penang island. There were reported cases of enteritis in infants, with cases seen not only in the 4 to 12 months old group, but in the 0 to 1-month old group or neonates and 1 to 3 months old group as well. It was documented that the disease was most likely caused by "sweetened condensed milk" being given at the various stages of infancy "in lieu of or as an adjunct to breast feeding" (Brodie 1948 ). This was the same conclusion drawn from research conducted in Parit Rural Health Centre in 1954 (Thomson 1954) .
DISTRIBUTION AND DUTIES OF HUMAN RESOURCES FOR
THE RURAL HEALTH SCHEME
The Rural Health Scheme revolves around a distinctive three-tier network of centres formed geographically, not unlike in principle to the two-tiered hub and spool of present day hospital networks (IHH Healthcare Berhad 2012). The administrative centres were the District Health Centres, followed by the Rural Health Centres, and lastly, the Midwives' Houses to fulfil the core business of family health within the ambit of primary health care services. In 1955, much discussion was held before settling on the nomenclature of the centres in the three-tier network (Band 1955; Huckle 1955) . Nothing defined these centres better than their staffs, for the lack of physical facilities at the time meant that human resources was the single largest input and driving factor of any degree of success in improving primary health care. The distribution and duties of the staff is stated in Tables 3 and 4 respectively. one Midwife's House was $2,000. As for staff costs, one District Health Centre required $72,279 per annum, one Sub-District Health Centre required $12,872 per annum and one Midwife's House required $2,442 per annum. Annual recurrent costs were $22,000 for one District Health Centre and $12,000 for one Sub-District Health Centre. Equipment costs on opening one District Health Centre was $13,000 and one Sub-District Health Centre was $7,000. One vehicle would cost $6,000 with each SubDistrict Health Centre equipped with one and each District Health Centre equipped with two (Member of Health of the Federal Executive Council 1953).
As an estimate of the value of the Malaya and British Borneo Dollar in 1953, which was a new currency introduced in 1952, it would be helpful to appreciate the historical origin of the currency and its peg on the sterling at the time. The peg ensured the stability of health costs consistent with a three-year rural health development plan. Partly at the behest of local merchants, the Straits Settlements moved to a de jure gold standard in 1906. Britain was already on the standard and the change automatically implied fixity of the sterling/Straits dollar exchange rate. The Straits dollar's link to the gold standard officially came to an end in 1914 with the outbreak of Table 5 .
'Rural Health' teams every 6 months to meet the demand as planned. Initially, the Rural Health Scheme introduced in 1953 was planned for one physician, stationed at the District Health Centre, to serve a population of 50,000. The surrounding Sub-District Health Centres, each serving 10,000 people, would be staffed by various auxiliary personnel, and the most peripheral units -midwives' houses -were to be staffed by assistant midwives. As more personnel were trained, the standards of service and staffing were raised by broadening the scope of services provided and by training auxiliaries such as assistant midwives to provide general primary care (Fulop & Roemer 1982) . The conversion from the three-tier Rural Health Scheme, occasionally known as the Rural Health Service Scheme, to the two-tier Rural Health Service system took place in 1966. The types of health centres found in the three-tier system transitioned into the clinics found in the two-tier system after 1966 are listed in Table 6 . It is noted that patients neither need to pay any fees on contact with health care services nor after. In other words, public health services were completely free for use and were funded by taxation. This is still true today for public health services. Based on findings of operations and research carried out in collaboration with the World Health Organization (WHO) in 1969-1971, the conversion of the three-tier system into a two-tier system was expected to take at least 15 years, beginning in 1969. However, the rural population coverage in 1975 was still below 50%. As a stop-gap measure, mobile teams were being set up to cover remoter areas until permanent facilities were made available (Director General Ministry of Health Malaysia 1979).
It was not until 1996, when the "Rural Health Service" of 1966 was renamed to "Primary Health Care" services or PHC in short during the 7 th Malaysia Plan (Jaafar et al. 2007b) , that migration to urban areas led to a 11:9 urban population to rural population ratio (Wong & Phua 2008) with rural health clinics having a ratio of facility to population of 1:17,506 compared to 1:30,797 for urban rural health clinics in year 2000 (Jaafar et al. 2007b ).
CONCLUSION
The Rural Health Scheme did not initially start as the all-encompassing public health sector that it is known as today. The British-provided rural health care was actually meant as a tool of psychological warfare, which was introduced by Sir Gerald Templer, and refined by the then Director of Operations, Sir Harold Briggs in the form of the "Briggs Plan". "From June 1950 the resettlement scheme… to regroup Chinese squatters suspected of aiding Communist insurgents and relocate them in controlled 'New Villages'… was put into effect and was officially treated as an item of rural development" (Rudner 1972: p.67 ). This was after World War II when insurgencies were sprouting around the empire and a more economical and effective form of warfare was sought. A public backlash ensued that demanded that the same attention to welfare be provided for indigenous peoples living in rural areas. Thus, the Rural Health Scheme was born (Ismail 1974; Noh & Jaafar 2011) . It should be noted that estate hospitals were not part of the Rural Health Scheme; they were funded by the plantation companies for their own indentured workers, who were mostly of Indian descent.
The approach taken to health care in the Rural Health Scheme was pioneering because the focus shifted from curative services provided by hospitals to maternal and child health services provided by primary care centres (Mahmud 2013) . If these primary care centres detected illness requiring hospital care, the centres would act as feeders to urban hospitals that were already available. The stumbling block in the way of the success of the scheme, as is even the case today, is that there is a need to achieve a critical mass of trained personnel to make the system work and to ensure that there are sufficient human resources who are able and willing to work in the farthest rural reaches of the land. It was only in the 1970s that a sufficiently large civil service-based pool of health care workers became available through ample training facilities coupled with burgeoning inland roads that made it possible for urbanbased staff to travel to rural areas to provide health care services.
In short, rural health accessibility was the first major health initiative by the colonial government that was conceived in the Draft Development Plan of the Federation of Malaya 1950 and implemented in the Rural Health Scheme 1953 -1956 that directly led to improving the access dimension of UHC. By then, some degree of financial risk protection existed through government-funded public hospitals, clinics and dispensaries; quality was improved through the introduction of new treatment modalities such as X-rays, research into beri-beri and antimalarial work; and population coverage was extended by allowing certain hospitals (apart from ones exclusively serving patients of European descent) to accept any sick patient who presented themselves. Before the introduction of the Rural Health Scheme in 1953, the relative density of health facilities in urban areas meant that the large majority of the population living in rural areas was relatively neglected (Financial Secretary of the Conference of Federation Executives 1955; Miller 1948; Rees 1955; Settlement Council of Penang Meeting Secretariat 1954) and only served by travelling St John Ambulance and Red Cross teams flown in from London. Thus, rural health accessibility was the foundation that led Malaya and then Malaysia onto the road to UHC that enabled improvements in rural health and public health in general; all these efforts have contributed to Malaysia's health status achievement today.
